Sibling Connections Gamp
Killam's Point Day Camp
2022 Gamper Registration
9am.-8pm.
August 17, 2022

EMAIL REGISTRATION T0: DAWN PERROTTI - CAMP DIRECTOR: kpointcamp@gmail.com
WITH EMAIL GOPY T0 DR. MGNANEY - WHEELER: cmenaney@wheelerclinic.org & JAGOUELINE.FORD@CT.GOV
BY AUGUST 3RD - MUST INCLUDE HEALTH FORM

Child Name:

Date of Birth:

Town of residence:
Bender.

Sibling Name(s):

Mlergies:
Medical Issues that prevent my child from participating in activities (SUCH AS SWIMMING, KAYACKING, FISHIING, GAMES):

Are there mental health needs that require clinical oversight? If yes, explain in detail:

Name of Guardian/ Foster Parent

Address:; Cell Phone; Email address;

Relationship to chilc:

Social Worker Name: DCF Regional Office:
Phone Number (cell] (office telephone number)

Address Email;
Social Work Supervisor Name; Cell Phone Number;

Emergency Contact Phone Relationship to Child:
Grade child will complete in 2022:
Name of School:

Child Pick-Up Authorization:

Will pick up youth at the meeting lot in Branford.

Cell number:

Relationship to child:
This person is aware that pick up time s 8:00 p.m. in Branford, Ct. [YES or NO]

The person picking up the child is required to provide photo identification.



PARENT/GUARDIAN AUTHORIZATION FOR APPLICATION OF
Nan-PrescriPTion TaPicaL MepicATians BY CAmMP NURSE

| REQUEST THAT THE BELOW-MENTIONED NON-PRESCRIPTION TOPICAL MEDICATIONS BE ADMINISTERED

T0 MY CHILD BY THE CAMP NURSE. | UNDERSTAND THAT | AM RESPONSIBLE FOR SUPPLYING THE
CAMP THE NON-PRESCRIPTION TOPICAL MEDICATION IN THE ORIGINAL CONTAINER CLEARLY
LABELED WITH MY CHILD'S NAME. (PLEASE SIGN.)

NAME OF NON-PRESCRIPTION TOPICAL MEDICATION

DATES NON-PRESCRIPTION TOPICAL MEDICATIONS SHALL BE ADMINISTERED

NAME aF PARENT OR GUARDIAN

RELATIONSHIP - ———___

SIGNATURE
IF MY CHILD FORGETS THEIR SUNSCREEN OR BUG SPRAY, | GET PERMISSION T0 KPDC STAFF T0
PROVIDE SUNSCREEN OR BUG SPRAY.

| 6Ive KPOC PERMISSION T CALL 911 1N CASE OF AN EMERGENCY. |, THE PARENT/GUARDIAN OF
MINOR PARTICIPANT, RECOGNIZE THE POSSIBILITY OF PHYSICAL INJURY, ASSOCIATED WITH THE
ACTIVITIES AT CAMP. | HEREBY RELEASE. DISCHARGE AND/OR OTHERWISE INDEMNIFY KILLAM'S PaINT
DAY CAMP. KiLLam's PainT CONFERENCE CENTER, ALL PERSONNEL, AGAINST CLAIMS BY OR N
BEHALF OF THE REGISTRANTS AS A RESULT OF THE REGISTRANT'S PARTICIPATION IN CAMP PROGRAMS.
[F MY CHILD IS ILL OR HAS A FEVER, | WILL NOT SEND MY CHILD T0 CAMP NOR IF HE/ SHE IS EXHIBITING
ANY KNOWN SYMPTOMS OF R HAS RECENTLY BEEN IN CONTACT WITH ANYONE WHQ | REASONABLY
BELIEVE HAS, COVID-19.
| AGREE THAT MY CHILD WILL FOLLOW REASONABLE PRECAUTIONS SET UP BY
STAFF, INCLUDING, FREQUENT HANDWASHING, PROPER SOCIAL DISTANCING, AND THE LIKE.
CURRENTLY, MASKS ARE REQUIRED (N BUSES, AND | WILL PROVIDE MY CHILD WITH A MASK FOR
TRANSPORTATION.

KiLam’s Paint DAY CAMP 1S LOCATED QUTDOORS IN A WOODSY AREA ON THE OCEAN.
DURING INCLEMENT WEATHER, CAMP MAY BE MOVED T0 THE FIRST CONGREGATIONAL CHURCH OR MAY HAVE T0 BE CANCELED FOR THE DAY T0 ENSURE EVERYONE'S SAFETY.
| FULLY UNDERSTAND THAT THERE ARE KNOWN AND POTENTIALLY UNKNOWN RISKS OF UTILIZING THE PROGRAMS. ACCORDINGLY. | WiLL NOT HOLD KitLAM'S PaiNT DAY CAMP OR 1TS AFFILIATES LIABLE FOR
ANY LOSS OR DAMAGE RELATING T0 OR RESULTING FROM AN ILLNESS EVEN IF SUCH LOSS OR DAMAGE RESULTS FROM ATTENDANCE AT CAMP
| HAVE READ AND VOLUNTARILY SIGN THIS ASSUMPTION OF RISK AND WAIVER OF LIABILITY. | UNDERSTAND THE INFORMATION ABOVE AND ACKNOWLEDGE THAT IT IS MY RESPONSIBILITY T0 ABIDE BY KILLAM'S
Paint DAY CAmP Pauicies.

BY SIGNING HERE, | ALSO AGREE TO ALL THE ABOVE PERMISSIONS, BILLING AND WAIVER
SIGNATURE Date




YOUTH CAMP HEALTH EXAM/RECORD

FOR CAMPERS AND STAFF
Physical Exams Are ¥alid For ¥ Years
Fram Fexie of Last Examination

[] Camper Please Return Completed Form to the Camp
[ Staff

Mertk: B _ Deate of Barth e PhOnE
Ciuprdian Address

Emeérgenty Conbac] . . R _ Telephane,
Cisee of Arvivel st Camp: . ) Diepariure Dabe: o

TO BE COMPLETED BY THE SPECIFIED MEDICAL PRACTITIONER:

Date of Exam ! !

bloy participaie in 2l cang ectivities
My paticipste axiepl fior:

Mudical informmation pértinent fo routine camn and emergences:

|5 thiis individual taking prescriplion or over the counter medicationds)? [] YES [CJHO  Ifves, indicale names of
nvbdl bealbon]s):
Dnes the individual have allergies? Oves  [wo Explain:

I the individual on a special diet? CIyes [CwNo Explain:
Does the individual have special needs?  [] YES e Explain:

Thiz camper/staff is up-to-date on all the following routing chilthood immunizations currently recommended by the American
Academy of Pediatrics and National Advisory Committes on Ininunization Praciices:

Yes M Y M

bcaales Hepatitis B

bumps I¥iphtheria

Hubszlla Pertess

Chickenpo Preumococenl
CiHnjug ie

Tialarus Molio

Comments:

Prieg name of medical care provider; S

P il Sare proaider’s addoess:

Mediced cars provider's:  CitgTown aT Fip Code

Signahsre of Physiclem, PA, AFEN or RN

ate Foarm Signed

* Telephone Number



